Examination of the Prostate SIR,-Your leading article on prostatic syncope (11 July, p. 61) led to my reconsideration of the orthodox positions of the patient during prostatic palpation. A search of the literature revealed many references to the dorsal, the kneeling, and the standing-leaning-forward positions, and to the left lateral position. To my surprise I was hard pressed to discover a mention of the right lateral position, which I prefer.
The positions of the patient in which prostatic palpation is most easily, satisfactorily, and comfortably done are kneeling or standing-leaning forward. If for any reason these positions cannot be used, then the position of preference is the right lateral position. I find it hard to believe that the right lateral position is not widely used, but if it is then it has passed without remark.
A brief consideration will show that in the kneeling and standing-leaning-forward positions the curve and the pulp end of the examining finger fall naturally to face the prostate. So too in the dorsal position, in which bimanual examination is easiest. However, in the left lateral position the opposite is the case for a right-handed examiner; inserted naturally here the extensor convexity of the finger and the finger nail face the prostate. In this circumstance it is necessary to rotate the examining finger, hand, and forearm anticlockwise through *180 degrees, so as to bring the flexor (and flexible) concavity of the finger and its pulp to face and explore the prostate and adjacent structures. This is an awkward manoeuvre which is for the examiner both uncomfortable and inefficient as it is not to easy to move the examining finger freely and to appreciate well what it is feeling. In this position there is a tendency for the examiner to move round the end of the couch and to go to some part of the way to standing on his head.
All these disadvantages are avoided if the patient, after emptying his bladder, lies on his right side with his knees tucked up towards his chest, his head to the right handed examiner's left. In this right lateral position palpation of the prostate is comfortable, easy, and effectual. Infantile Gastroenteritis SIR,-Your leading article on this subject (4 July, p. 2) leaves a lot to be desired. "The cure of the illness lies, therefore, in the prevention or treatment of dehydrationusually a simple matter." This is an oversimplification of the situation, and begs the main question about the prevention of the disease itself. One imagines that your remarks are mainly aimed at the doctor practising in the community, because the treatment and management of the more severe cases admitted to hospital is always rather more than a "simple matter," and I for one would not wish to follow your advice of avoiding antibiotics. Some of us can remember the treatment of gastroenteritis before suitable antibiotics were available and remember the main problem then was the relapsing nature of the disease. This problem was almost abolished by the use of oral non-absorbed antibiotics such as streptomycin and later neomycin. I prophesy that if your advice is followed about the non-use of antibiotics, we shall see this situation again in the hospital wards. Many of us think that not all the pathogenic strains of E. coli and other bacteria which can cause infantile gastroenteritis have yet been identified, and many of us think that not all laboratories are equally skilled in identifying the strains already known. Reliance upon the result of faeces culture etc. for starting antibiotic treatment may therefore be misleading from the point of view of identification of the causative organisms and dangerous from the point of view of delay in a seriously ill infant. The main use of faeces culture is to monitor the sensitivity of the organisms to antibiotics, and here again some of us would feel that the in vivo sensitivitv of the organism is a different matter from the in vitro sensitivity reported by the laboratory, which in any case is very rarely given in a quantitative manner so as to be really meaningful in the clinical situation.
In the case of the carrier stage of food poisoning organisms I think there is need for strong stricture against the misuse of antibiotics-especially one after the other through the long (two to three months) carrier stage-but the advice in your leading articles of discouraging the use of antibiotics in acutely ill infants with gastroenteritis, and a few weeks ago with whooping cough (13 June, p. 619) is, I think, most unfortunate. One can still remember the number of children with bronchiectasis which followed complicated whooping cough and measles in the days before antibiotics were used.
1 am delighted to see that Dr. T. S. Matthews (18 July, p. 161) has corrected your failure to mention breast feeding as the most important means of preventing infantile gastroenteritis altogether. Short of the ideal of universal breast feeding of babies, I have been using a method of prevention of infantile gastroenteritis in hospital over the past seven years which seems to be effective. (4 July, p. 2) that antibiotics should not be prescribed in the routine treatment of infantile gastroenteritis cannot pass unchallenged. There have been few major controlled trials in the use of antibiotics in this disease in this country. As the pattern of the disease has not changed in the intervening years, the results of such a controlled trial carried out at the Queen Elizabeth Hospital for Children in 1952 are till relevant.' One hundred and nineteen patients with infantile gastroenteritis, under the age of one, were divided into three treatment groups and given three identical looking preparations labelled A, B, and C. These were dispensed in strict rotation in a blind trial. Mixture A contained an inert substance. Mixture B contained chloramphenicol, prepared to supply 75 mg./lb. of body weight. Mixture C contained sulphadiazine prepared to supply 125 mg./lb. of body weight, in the amount to be given daily. The patients were further subdivided into two severity groups, mild and severe, depending on whether or not intravenous fluids were required within the first 24 hours of admission. Special type E. coli were isolated from 40 of the 119 patients. Supportive treatment was standardized as far as possible. Comparisons of progress were made and the following criteria used.
Patients fully recovered by the tenth day were regarded as having made straightforward progress. All others, including patients who did not tolerate the standard regimen of regraded feeding or whose condition deteriorated during treatment were classified as making delayed progress. Patients whose clinical condition became extremely grave were taken out of the trial. These "failures" were then given whatever treatment or antibiotic which was considered to be most effective. Thus the basis of comparison between trial and control groups was the relative number making straightforward or delayed progress and the relative number of "failures".
The results of the trial were:
(1) Of the 42 patients treated with chloramphenicol 40 made straightforward progress to recovery in an average of 8-2 days.
(2) Of the 39 patients treated with sulphadiazine 29 made straightforward progress to recovery in an average of 8.5 days.
(3) Of the 38 control cases 22 made straightforward progress to recovery in an average of 12.1 days.
The two patients who failed to respond to chloramphenicol were severe cases, which persistently excreted E. coli 055 resistant to chloramphenicol but sensitive to chlortetracycline.
These results showed that antibiotics have a definite place in the treatment of E. coli gastroenteritis. While it is not disputed that the majority of patients with gastroenteritis will make straightforward progress to recovery with supportive treatment alone, I would urge that an effective antibiotic should be administered under the following circumstances:
(1) Patients failing to make straightforward progress in spite of adequate rehydration and supportive therapy.
(2) Bacteriological results. showing the presence of a type-specific E. coli sensitive to a specific antibiotic, then this antibiotic should be given.
(3) In epidemic outbreaks in nurseries or children's units especially among infants under the age of one, type-specific E. coli must be suspected as being the aetiological factor. It has been shown frequently in the past that there are many additional pathogenic strains of E. coli which are not covered by the standard antisera and which may not, as yet, be identified. Every effort must, therefore, be made with the assistance of the bacteriologists to see if such an organism can be implicated. Treatment with antibiotics must be given in the meantime without necessarily waiting for the bacteriological results. 
